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I.Purpose 

It is the purpose of this policy to describe the financial assistance programs and 
services at Connecticut Children’s Medical Center. 

 

II.Policy 

It is the policy of Connecticut Children’s Medical Center (Connecticut Children’s) that 
Connecticut Children’s will provide services at reduced or no cost to uninsured patients 
and others who meet Connecticut Children’s Patient Financial Assistance (PFA) 
eligibility requirements. An uninsured patient is defined as a patient or guarantor whose 
income is at or below 250% of the federal poverty income guidelines, was denied 
Medicaid or other government coverage and has no coverage from other sources. 

Patient Financial Assistance is not available to uninsured foreign nationals who are not 
Connecticut residents, except with the approval of the Chief Financial Officer through 
programs such as “Heal the Children.”  
 

III.Criteria 
A.Scope 

1.Public notices and written summaries about Connecticut Children’s financial 
assistance program shall be available to patients and their families in English and 
in Spanish, as required by the State of Connecticut Public Act 03-266, An Act 
Concerning Hospital Billing Practices. 

 

IV.Procedure 

A.Patient Financial Assistance application process: 

1.In order to be eligible for PFA, the “Patient Financial Application” form must be 
completed and supporting documentation provided, as applicable. Spanish 
versions of the form shall be made available, and translators shall be available as 
needed for completing the forms in other languages. If necessary, a Financial 
Counselor may assist the patient guarantor in completing the form. 

B.Patient guarantor responsibilities: 

1.PFA shall be considered only if the patient guarantor has exhausted all other 
avenues for obtaining funds for payment. Documentation supporting denials for 
Medicaid coverage, or proof of non-eligibility for Medicaid shall be required. 

2.Re-application must be made for each date of service or once every 6 months, 
whichever is greater. 

C.Connecticut Children’s responsibilities: 

1.Financial Counselors shall review the PFA application and supporting 
documentation, as applicable. Patient account information shall be updated to 
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reflect that the patient account(s) are “pending” the PFA decision, so routine 
collection procedures are not initiated. The Financial Counselor processes the 
application using the Connecticut Children’s PFA Determination methodology. If 
the patient account qualifies for PFA, the application package shall be forwarded 
to the Healthcare Access Manager for review and approval. If approved: 

a)The Financial Counselor sends a PFA award letter to the patient guarantor. 

b)A copy of the Patient Financial Assistance Worksheet is forwarded to Patient 
Accounts, so they can “write off” the specific amount awarded from the 
appropriate account(s). 

2.If the patient account does not qualify for PFA, the following occurs: 

a)The Financial Counselor sends a PFA denial letter to the patient guarantor. 

b)A copy of the Patient Financial Assistance Worksheet is forwarded to Patient 
Accounts and routine collection procedures proceed. 

3.If a patient requests financial assistance after the account has been sent to a 
collection agency, a PFA application shall be sent to the patient and the account 
withdrawn from the agency.  

 

V.References 

 

VI.Related Documents 

Credits & Collections 

PFA Application → g:\CCMCDOC\forms\PFA\PFA Application.doc 

PFA Determination Worksheet → g:\CCMCDOC\forms\PFA\PFA Determination 
Worksheet.doc 

PFA Award Letter  → g:\CCMCDOC\forms\PFA\PFA Award Letter.doc 

PFA Denial Letter → g:\CCMCDOC\forms\PFA\PFA Denial Letter.doc 

 

 

 























Connecticut Children’s Medical Center 
Financial Assistance Application  

 

 
 
 
 
 
√ This is for hospital bills only. This will not help with doctor, anesthesia, or lab bills.  
 
√ This will determine how much, if not all, of your expenses the hospital will be able to 
assist you and your family with.   
 
 
 
Patient’s name:  __________________________   Date Of Birth ________________ 
Address: ________________________________ 
City: ____________________________________  Zipcode: ____________ 
         
Home phone#: __________________                   Work phone #: ______________ 
 
 
Is the patient a U.S. Citizen?   �Yes   � No   
 
Is the patient a U.S. Resident?              �Yes   � No   
 
 

Please tell us about your family (the people who live in your home): 
 
Name(s) Sex Date of Birth 

Mother or Legal Guardian: M    F  

Father or Legal Guardian: M    F  

Child: M    F  

Child: M    F   

Child: M    F  

Child: M    F  

 
 
 



Connecticut Children’s Medical Center 
Financial Assistance Application  

 
 
 
Please tell us about your family’s income: 
 

Income Mother  Father Total 
 
Monthly Pay  

 
$ 

 
$ 

 
$ 

 
Unemployment  

   
 

 
Social Security/Military  

   

 
Support/Alimony 

   

 
State Welfare  

   

 
Other  

   

 
 
If you have no income, please tell us how us how your family meets their needs: 
 
 
____________________________________________________________________ 
 
____________________________________________________________________ 
 
____________________________________________________________________ 
 
____________________________________________________________________ 
 
________________________________________________________________________________ 
 
 

Bank Accounts Mother Father Total 
 
Checking  

 
$ 

 
$ 

 
$ 

 
Savings  

   

 
Other Account(s)  

   

 
 
 
 



Connecticut Children’s Medical Center 
Financial Assistance Application  

 
 
 
 

Please tell us about your family’s expenses: 
 

Bills Monthly Payment 
 
Mortgage/Rent 

 

 
Credit Cards: Visa, Mater Card, American Express, Other 

 

 
Utilities: electricity, gas/oil, water, cable, telephone, other 

 

 
Child Support 

 

 
Alimony 

 

 
Medical Bills 

 

 
Child Care  

 

 

 
You will need to provide the following information:  
 

Please include ONE of the following -  

� A copy of your last 4 pay checks, a letter from your employer with the amount of hours that you 

work and your pay rate, or a copy of your original unemployment check. 

� A copy of your last Federal Income Tax return  

 

Please include ALL of the following -  

� Copies of your last 3 rent or mortgage payments 

� A copy of your I.D. (license, passport, visa)  

� A copy of your last 3 bank statements 

� A copy of your last 3 payments of your bills (phone/lights/cable/heat/electricity) 

� A copy of your outstanding medical bills 



Connecticut Children’s Medical Center 
Financial Assistance Application  

 
 
 
 
Please read and sign below: 
 
 

 

I am asking for financial help from Connecticut Children’s Medical Center. All of the information 

provided on this application is true and I understand that it will be verified. I agree to provide any 

additional financial information that is requested by Connecticut Children’s Medical Center.  

 

 

 
Parent /Guardian Signature:_______________________ Date: _______________ 
 
 
 
 
 
Please mail this completed form and your required documentation to:   
 
 

 
Barbara Farrell, Financial Counselor 

Connecticut Children’s Medical Center, Suite 2D 
282 Washington Street 
Hartford, CT 06106. 

 
 

 
Questions?   Please call 860-545-8086 Monday through Friday 8:00 AM – 4:00PM 

 
 
 
√ Please be sure to include all requested information to ensure timely determination.  
 



 

Connecticut Children’s Medical Center 

Patient Financial Assistance Determination Worksheet  

 

 

Patient Name  

Medical Record Number  

Family Size  

Gross Family income  

 

 

Federal Poverty Guidelines 2009 

 

 

 

Percentage of account 

balances eligible for PFA 

 

250 % or less = 100% 

 

Over 250% but less or 

equal to 300% = 50% 

 

                      Over 300% = 30% (SPD) 
 

 
 

Medical Record Account Number Date of service Account Balance Amount eligible for PFA 

     

     

     

     

     

     

     

     

 

 

����  Approved     ����  Denied   
 

Application prepared by: _____________________________________     Date______________________  

 

Comments:___________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________ 

 

Manager’s Signature_________________________   Date:  _______________________ 

 

Family 

size 

 

FPIG 

                                 

200%                

 

250% 

 

275% 

 

     300% 

1 10,830 21,660 27,075 29,783     32,490 

2 14,570 29,140 36,425 40,068     43,710 

3 18,310 36,620 45,775 50,353     54,930 

4 22,050 44,100       55,125 60,638     66,150 

5 25,790 51,580 64,475 70,923     77,370 

6 29,530 59,060 73,825 81,208     88,590 

7 33,270 66,540 83,175 91,493     99,810 

8 37,010 74,020 92,525 101,778    111,030 



Connecticut Children’s Medical Center 

Patient Financial Assistance 

                            
 
 

 

«GNAME» 

«ADDRESS» 

«CITY», «STATE» «ZIP» 

 

 

Dear «GNAME»: 

 

 

Thank you for completing a Financial Assistance Application.  

Based on your application, you qualify for financial help from 

Connecticut Children’s Medical Center! 

 

You qualify for <<percent>>. 

 

Account 

Number 

Date of 

Service 

Previous 

Balance 

Financial 

Assistance 

Current  

Balance  

  $ % $0.00 

     

     

Total Amount Due: $0.00 

 

Please pay the total amount due upon receiving this letter. If 

you cannot pay the amount in full, please contact the Patient 

Accounts Department at 1-888-690-2262 (toll free) or 860-696-6020 

to arrange a payment plan.  
 

If you have any questions or concerns please contact the 

Financial Counselor’s office at 860-545-8086 Monday through 

Friday 8AM-4PM.  

 

 

 

 

 

Barbara J. Farrell  

Financial Counselor  

Connecticut Children’s Medical Center 

282 Washington Street, Suite 2D 

Hartford, CT 06106 

860-545-8086 

 



Connecticut Children’s Medical Center 

Patient Financial Assistance  
 

 
 

<<NAME>> 

<<Address>> 

<<City, State Zip>> 

 

 

Dear<<NAME>>,  

 

 

Thank you for completing a Financial Assistance Application.  

Based on your application, you do not qualify for financial help 

from Connecticut Children’s Medical Center. 

 

<<REASON>> 

 

You owe the following amount(s): 

 

Account Number Date of Service Account Balance 

   

   

Total Amount Due :  

 

Please pay the total amount due upon receiving this letter. If 

you cannot pay the amount in full, please contact the Patient 

Accounts Department at 1-888-690-2262 (toll free) or 860-696-6020 

to arrange a payment plan.  

 

If you have any questions or concerns please contact the 

Financial Counselor’s office at 860-545-8086 Monday through 

Friday 8AM-4PM. 

 

 

Thank You,  

 

 

Barbara J. Farrell  

Financial Counselor  

Connecticut Children’s Medical Center 

282 Washington Street, Suite 2D 

Hartford, CT 06106 

860-545-8086 


